Jane Sample - Medical Summary (09/24/2026)
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OSPITAL (PART A) 03-01-2016
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Medical Insurance

2 BlueC
21 Biueshicia

Member Name
Member Name
Member ID
XYZ123456789

Group No. 023457
BIN 987654
Benefit Plan  HIOPT
Effective Date 00/00/00

Dependents
Dependent One
Dependent Two
Dependent Three

Plan PPO
Office Visit $15
Specialist Copay ~ $15
Emergency $75
Deductible $50

Dental Card Emergency Contacts Medications
ID card Name Phone Rel Med Dose Freq
Bob Smith 123-456-7890 Father meloxicam 15 mg tablet TAKE 1 TABLET 15
. Member name MG BY MOUTH AS
OLEETES PPO Plus Premier MEMBER NAME Tom Jones 123-456-7890 Brother NEEDED
Network
MEMBER NAME PPO Plus Premier
Member ID
1234567890
Alerts Surgeries Procedures
Alert Date Note Surgery Date Note Procedure Date Note
Atypical chest pain |2024-12-27 |active Eye Lens 2001-01-01 colonoscopy 2022-08-01 |colonoscopy
Polyp of colon 2024-03-15 |active Replacement CT, chest, w/o 2024-11-24 |Diagnostic Report | CT Chest WO
Homozygous meth |2024-03-15 |active contrast contrast | CT, chest, w/o contrast
ylenetetrahydrofola CT, angiogram, 2024-11-24 |Diagnostic Report | CT,

te reductase
mutation

Low back pain 2017-10-05 |active

coronary arteries,
w/ contrast

angiogram, coronary arteries, w/
contrast

AUDIOMETRY, AIR |2026-03-02

AUDIOMETRY, AIR

Vaccinations

Vaccine Date Note
Tdap (Adacel) 2019-02-11

7yrs+

Anthrax vaccine, 2001-01-01

for SC use

Hep A, ped/adol, 2 |2022-12-08

dose

MMR 2022-12-08
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ey B th care agent o make @y oo @l e $h care decisions for me, except to the extent that |
sate otherwise, This proxy shall take effect only when and i | beoo me wnab be to make my own health
care decisions.

120 Optional: Alternate Age nt
I the person | appoint is unable, unwilling or unavailable bo act as my health cre agent, | hereby

appoint J':‘”" o
o b giness g felepfone muamber)
'-_-.ﬁ Wl s e

s my health care agent to make any and allhealth care decislors for me, except to the extent that |
alabe olherwise.

13 Unless | rewoke it or state an expiration date or cincumstances under which ® will expire, this prosy s hall
ramain in effect indefinitely, (Opfioned: Fyou wanf thiy pracy fo expire, siele the dote or condifions
here ) This prosy shall expire pec#y date or comnd#ions):

14} Optional: | direct my health care agent o make health care decisions acoording to my wishis and
limmitat o, o M or sbhe knows oF m st ad belove (07 gow st Fo limil gour ¢ gl 5 authority fo make
health care decisions for gow or fo give specific instruchions, gpow may stafe potr wishes or Hirfations
Feree ) | direct my health care agent to make health care decisions in accord ance with the foll swing
limitatiors andfor instructons /ol h additfonad pages as necessanygl:

NO ARTIFICAL NUTRITION

In order for your agmt to make halth Gire dedstons for you about artificdal nutritien and hydration
{mourishment endwater provided by feeding fube and imfranenows linel, your agent must reasonzh i
ko o whahes, You can either lell your adent whal your wishes ame o inchude them in this se ton,
Sae instructions for sample language that yeu oruld use if you dhoose to include your wishes on this
fowrm, including your wishes aboul artifcial notntion and hydration,

15) Your Hnuluﬁ-n (inllpen et
Your Name t‘n-

Your Signature ate ==

Your Address _weriz

(6) Optional: Organ and/or Tissue Donation

1 hereby make an anatomical gL, t be effective upon my death, of:
(check any that apply)

O Any needed organs andfor tssues
O The following organs andior tissues

O Limitations

Ti your do not stale your wishes or instructions about organ andfor tissue donation on this form, it will
not be taken to mean thal you do not wish Lo make a donation or prevent a person, who is atherwise
authorized by liw, 1o consenl to a donation on your behalf.

Your Sugnature _ —— Thate.

(7) Siatement by Witnesses (Wilnesses musi be 18 pears of age or older and commos be the heeith care
agent or alfernate.)

I declare that the person who signed this document is personally known o me and aopears (o be of
sonind mibnd and acting of his or her own free will. He or she signed (or asked another o sign foor i oor

heri this document in my oresence. / /
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